CONTEXT AND OBJECTIVE: Care for patients with disorders of sex development (DSD) should be provided in integrated-care centers by a multidisciplinary team. Implementation of this project within the teaching clinic routine presents several challenges: 1) difficulties in relationships between the medical team and patients and their families; 2) age, ethnic and cultural differences; 3) DSD-related prejudice; and 4) physicians' anxiety. We report on a psychologist's work strategy that focused on creating arrangements that could contribute towards development of the relationship between the medical team and patients and their families, as a way of preparing the clinical staff to manage treatment of adult DSD patients. DESIGN AND SETTING: Prospective qualitative study. METHODS: Between February 2010 and April 2015, we conducted a qualitative study in the Adrenal Outpatient Clinic of Escola Paulista de Medicina (São Paulo, Brazil), based on interviews, team discussions and group dynamics with resident physicians, postgraduate students and attending physicians. RESULTS: Implementation of the project allowed residents to build a story of differentiated care for their patients, thus facilitating dialog between them and making it possible to address taboo topics. Sequential care provided by the same resident led patients to feel that their doctor cared for them, with individuality, continuity and a sense of interest in their story. CONCLUSION: Presence of a psychologist in the outpatient routine enabled inclusion of subjective factors in the routine of medical consultations, thus broadening the notion of healthcare for patients with DSD, facilitating bonds and providing support for difficulties faced.
INTRODUCTION
The physician-patient relationship and its models still constitute an object of study in several fields of science. The way in which this relationship develops within the medical context defines settings and attitudes, thereby building narratives about patients and their disease, and influencing these subjects' experience.
Disorders of sex development (DSDs) are congenital conditions in which the development of chromosomal, gonadal or anatomical sex is atypical. 1 DSDs are rare diseases that demand handling of hormonal, esthetic/surgical and emotional issues, since they involve matters that are central to the individual's life, such as sex and gender definitions, reconstruction of malformed genitals, gender identity and sexuality. Thus, care for patients with DSDs and their families should be provided in integrated-care
centers by a multidisciplinary team, taking into consideration particular issues such as age, religion, culture, socioeconomic status and education, among other factors. [1] [2] [3] The treatment protocol for patients with DSDs has changed over the years, 4 thus influencing the way in which physicians are prepared in order to handle these cases. During the "Money era" , the model for the dynamics between the medical staff and patients and their families was essentially based on policies of discretion and secrecy. This approach aimed to avoid discussion of the patient's condition between the patient and his or her family, and it was justified by the idea that if the prevailing discourse was free from doubt, this would ensure development of a solid and healthy gender identity. [4] [5] [6] Accordingly, that model was based on a "functionalist perspective", and it expected the physician to take an active and decisive attitude, while the patient would have passive and submissive behavior. Today, the foundations for the treatment protocol are those described in the Chicago meeting of 2005. 1 Provision of data on the disease and the treatment has begun to play a central role in handling these cases, thus demanding a new attitude from the physician, in which both sides expect transparency in their exchanges concerning the disease, with sharing of responsibilities between physicians, the families and the patients themselves. 1, 4 However, fragmentation of services (in particular, the disconnection between pediatric and adult clinics), the visits to different specialists that patients with DSDs have to go through and the turnover of professionals who work in the clinics of university hospitals (interns, residents, trainees and postgraduate students) constitute everyday challenges in clinical practice. 8 One additional challenge intrinsic to any university medical school's practice concerns the training of young doctors.
Residents are graduate medical students who decide to follow and master a medical specialty. The in-training residence program is a highly stressful period in which many professionals are likely to develop burnout or depressive syndromes, and to require informative measures and help in caring for their mental status. 9 The particular features of the several medical disciplines involved in attending DSDs patients require a wealth of diverse information and expertise from these in-training residents, as previously mentioned. 4 In this context, we sensed the need to design a team intervention proposal in our endocrinology outpatient clinic, which specializes in caring for adult patients with DSDs, in an attempt to solve some specific challenges and to improve physicianpatient/family relationships.
OBJECTIVE
To report on a psychologist's work strategy that aimed to estab- This group of patients corresponded to nearly 5% of the total number of patients followed in the clinic, which operates weekly.
In the present study, we assessed questionings, anxieties and doubts among the group of in-training residents who worked at the clinic over that period. We carried out the survey by using suitable psychological techniques: 
Context
From the outset, we noticed that both the requests for psychological care and the participation in the discussion of a clinical case always brought with it some comments relating to aspects of the relationship that was being built between physician and patient. The following are examples:
• "Do you think that girl wants to be a man or a woman?"
• "I don't know how to approach the subject of corrective surgery, nor of relationships… at the same time, the patient tells me she is married. So I guess she does have a sex life…"
• "We believe the lack of continuity of the patient indicates that she wants her virilization; do you think that's possible?
• "Does this patient like men or women?"
One of the main problems that we detected, and one that involved the physician-patient relationship, lay in the difficulty in establishing bonds of trust. Since the patient met a different resident physician at every appointment, the physician did not have the opportunity to work through the questions he had raised even if all the staff discussed his questionings thoroughly in the clinical meetings.
The staff turnover and the clinic's routine led to difficulties in the establishment of bonds. The physician could not answer questions that the patient brought, which made it difficult for him/her to build a story. Given the lack of continuity of his/her contact with the patient, the physician was objective and did not interact with the patient's life story; he/she either focused only on the immediate demand, or on the question relating to adherence to treatment. In that model, the only option that remained for the physician was to gather objective data from examinations and compare these with data in the medical records.
Based on these considerations, and as a strategy to create new conditions for establishment of new work bonds, we have devised a clinical approach termed "in-training reference-resident".
This strategy consisted of defining one in-training endocrine resident as the sole reference for caring for a specific DSD patient during a period of at least two years. Other physicians and graduating students could only follow the case together with the "in-training reference-resident" or during a clinical case presentation.
The "in-training reference-resident" was also responsible for scheduling future appointments in accordance with his/her shifts, in order to ensure priority for the patient. In situations of absence, he/she was to request assistance from another colleague within the group, and assemble information on the session afterwards. We explained and shared this procedure with the patient.
At the end of the two-year residence, the "in-training referenceresident" would transfer his/her specific cases to a new colleague.
RESULTS
The discourse analysis clearly showed that some categories were repeated:
1. uncertainty as to the patient's adherence (disbelief in the physician's words);
2. uncertainty regarding sexual orientation; 3. adaptation to gender identity;
4. sexuality; and 5. difficulty in handling the patient' s and their own subjective issues.
We considered that these comments were expressions of countertransference movements 17, 18 on the part of the medical staff, and therefore constituted the background to the patient's clinical care.
Use of the "in-training reference-resident" approach enabled each resident to build a story of individualized care with his/her patients with DSDs. The fact that we directed one resident to each patient made the clinic's functioning easier in many ways, thus allowing new developments for many problems that until then were apparently unsolvable. Consequently, the physicians were better oriented, which resulted in improved provision of care.
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Over the course of the process, the psychologist noticed that the residents started to feel more comfortable at every new session, especially when they felt empathy towards the case, or when they understood why a particular patient made them anxious.
During the assessment of the project, we often heard from the residents how impressed they were at the improvement in issues of treatment adherence. Moreover, they could assess how their patients were previously considered to be "protocols", in which the examinations provided measurement and assessment of good or bad adherence. The discussion groups, lectures and group dynamics were crucial for supporting the acquisition of theoretical and subjective terms so that they could withstand the anxiety and tension raised by the situations that the patients brought to the sessions.
From the group dynamics, the residents reported how comforting it was to acknowledge that the difficulties inherent to the DSD clinic were felt by everyone. The exchange of experiences among them, in the various groups, favored building of a network of internal support, as well as maintenance of a common project, as can be inferred from their words:
• "Wow, it is such a relief to hear what they're saying, because I think I'll have all that support; I think it will be a great learning experience for me. I came with lots of expectations and, by the look of it, there are many nuances; I think what I take from this session today is the importance of listening!" (R3)
• " I don't know how to handle a case like this; as a consequence,
I don't have doubts or questions; after all, I did not get in contact with that kind of patient; I don't even know where to begin.

Listening to the other residents makes me think I will learn a lot, and that the questions and answers will be built in the group!" (R3)
During implementation of the "in-training reference-resident" project, the residents reported that they could relate the DSD's theoretical-clinical dimension to the singularity of each patient's story. Here are some samples from their words: The transition from one resident to another was an important observation to be improved. We noticed that it would be crucial to emphasize this transition, since it could potentially interfere with the progress of the treatments. Some patients established bonds with their doctor (through the mechanism of transference) in such a way that they did not want to leave that relationship, thus missing appointments with the new resident.
By observing these behaviors, we were able to draw up measures involving the next resident's turn, thus anticipating problems and sharing the process with the patients. The outcome from this "in-training reference-resident" strategy demonstrated that the organizational work and process influenced the physicianpatient relationship and, therefore, the implications of treatment.
From the patients' point of view, we could observe that the project also brought a series of counterparts, such as feelings of care, individuality and continuity, and especially a feeling that the physician was interested in them and their stories. During the follow-up, we no longer heard the patients complain that they did not understand the medical language. Many of them stated that they could not miss their appointments because they did not want to "drop the ball on their doctor".
As a result, we noticed that physicians showing greater commitment had patients who were more engaged in their own treatment. Lastly, over these five years, we achieved effective improvements in medical care and in adherence to treatment.
DISCUSSION
Through organizing the course of treatment of patients with DSDs better over the residence years, these young physicians could testify to concomitant development of a strong therapeutic alliance that was capable of changing behavioral patterns, which had not been considered possible until then. For example, patients had been missing their appointments, not taking their medications and not broaching topics that they initially judged themselves unable to address, etc. The closer contact enabled new ways of assessing patients' suffering, while leaving some prejudice behind.
Implementation of the "in-training reference-resident" project had the aim of reducing fragmentation of the care provided for patients, as well as fostering conditions for the physician to establish a more human and singular form of interaction with the patients. Moreover, according to Campos, 19 the medical project of a reference team has the purpose of creating and stimulating
Telles-Silveira M, Knobloch F, Kater CE progressive production of a new standard of responsibility between the two players, thus leading to more responsibility and co-participation.
The residents were able to introduce and discuss taboo topics with the patients, which were not mentioned in the preceding sessions. From one session to the next, the residents had enough time not only to discuss the case with their superiors but also with the psychologist, so as to design a singular project with each patient and decrease the number of requests for psychological intervention, thereby favoring dialog. In other words, the topics that were addressed only by the psychologist could be worked through in the case discussions and could be dealt with directly by the "in-training reference-resident", thus creating a less fragmented relationship and favoring a bond of trust. to do with patients' stories. According to its founder, Charon, 22 "if physicians do not know how to absorb and act on the stories they listen to, they will miss the opportunity to experience a real and therapeutically meaningful bond with their patients, who will thus be left adrift". 22 Therefore, creation of work tools that enable broadening of themes and favor development of relationships produces a direct improvement in patient care and decreases the rates of physician burnout, since there will be other people to talk to and share anxieties with. 23 It is important to take into consideration the fact that, when adult patients start going to the clinic by themselves, without their parents or tutors, they feel pressured by the new questions that the doctor now asks them directly. Without intermediation, and often without previous preparation, we noticed that the diagnosis of anxiety returned, such that it was experienced a second time. In other words, the memories that remained in the patients' bodies added to their present anxiety. When a physician deals with adult patients, this ends up triggering an unconscious association network, which surprises and, at the same time, scares patients. For this reason, treatment measures should cover those issues.
The "in-training reference-resident" project resulted in reorganization of the service, thus making it possible, both for physicians and for patients, to devise a new way of facing issues inherent to this clinic. We can state that there has been a change in quality of the physician-patient relationship, which has made the treatment process easier. Furthermore, in one of the educational activities, we invited one of the residents who had formed part of the first group to give a class about the case he had worked on and followed up, reporting on the medical record, the challenges and his experience.
That activity placed the new resident, who is now a specialist in endocrinology, in a different position, thus serving as a model for those who were arriving.
Finally, our study had one shortcoming: since our outpatient clinic treats patients with adrenal diseases in general and not exclusively DSDs, we were not able to conduct moments of reflection with the staff more often, because that would have taken up the time directed towards other activities in the clinic.
In that sense, we believe that there is a need for a new routine in the clinic, centered on the DSD cases, so as to intensify the discussions, explore them in depth and better assess the residents' learning process.
CONCLUSION
The strategy described seemed to be useful for improving care for patients with DSDs, in spite of not being a controlled randomized clinical study. Both among the patients and the physicians, the proposal was highly valued and seems to have had a direct effect with regard to challenging issues, through favoring communication, enhancing bonds and giving greater esteem to these subjects' lives.
